Study objective -Coeur en sante St-Henri is a five year, community based, multifactorial, heart health promotion programme in a low income, low education neighbourhood in Montreal, Canada. The objectives of this programme are to improve heart-healthy behaviours among adults of St-Henri. This paper describes the theoretical model underlying programme development as well as our early field experience implementing interventions. Design -The design of the intervention programme is based on a behaviour change model adapted from social learning theory, the reasoned action model, and the precede-proceed model. The Ottawa charter for health promotion provided the framework for the development of specific interventions. Each intervention is submitted to formative, implementation, and impact evaluations using simple and inexpensive methods. Participants -The target population consists of adults living in St-Henri, a neighbourhood of 23 360 residents. Because of costs constraints, the intervention strategy targets women more specifically. The community is one of the poorest in Canada with 46% of the population living below the poverty line and 20% being very poor.
bourhood of 23 360 residents. Because of costs constraints, the intervention strategy targets women more specifically. The community is one of the poorest in Canada with 46% of the population living below the poverty line and 20% being very poor. The age-sex adjusted ischaemic heart disease mortality in 1985-87 was 317 per 100 000 compared with 126 per 100 000 in an affluent adjacent neighbourhood. Results -Thirty nine distinct interventions have been developed and tested in the community, eight related to tobacco, 10 to diet, seven to physical activity, and 14 which are multifactorial. The interventions include smoking cessation and healthy recipes contests, a menu labelling and healthy food discount programme in restaurants, a point of choice nutrition education campaign, healthy eating and smoking cessation workshops, a walking club, educational material, print and electronic media campaigns, heart health fairs, and community events.
Conclusion -An integrated heart health promotion programme is feasible in low income urban neighbourhoods but not all interventions are successful. Such a programme requires substantial energy and resources as well as long term commitment from public health departments.
(J Epidemiol Community Health 1995; 49:503-512) Many chronic illnesses including cardiovascular disease (CVD) are believed to have attained epidemic proportions because of environmental factors which affect entire populations."2 The increased availability of high calorie, high fat foods, the ubiquitous presence of sodium in the diet, more sedentary lifestyles, and a social climate favourable to smoking have each played an important role in the rise in CVD mortality in western industrialised countries during the first half of the 20th century.34
The increased interest in the community based health promotion approach to prevent disease and to promote healthy lifestyles over the past two decades arises from the realisation that CVD risk factors are, to a great extent, determined by behaviours shared by many individuals and that these behaviours are learned in a broad social and environmental context. This has led many researchers and public health professionals to advocate community wide campaigns to change social norms and physical environments as well as individual behaviours. [5] [6] [7] [8] [9] [10] Community based programmes generally target several risk factors, use multiple intervention strategies, and incorporate a variety of communication channels which act synergistically to facilitate the diffusion of health promotion messages.6 Thorough analysis and understanding of the sociodemographic composition of the community as well as its cultural and economical conditions are required to develop programmes that are well adapted to local conditions. These rely on community development, defined as the voluntary cooperation and self help/mutual aid efforts among residents of a particular locale which aim to improve the physical, social, and economic conditions of the community." Community development promotes the acquisition of skills locally and the use of local resources which theoretically foster the long term maintenance or institutionalisation of health promotion programmes.
In theory, community based health promotion approaches have many advantages. Be-cause they target the population at large, they have greater potential to produce improvements in disease rates at the population level, than approaches which target only the minority at high risk. ' They do not rely heavily on counselling of individual patients by health professionals, and are therefore less expensive per head than individually targeted health education approaches. Finally, these programmes aim not only at changing individual behaviours but also at modifying the social and physical environment, including public policy, in support of healthy lifestyles. 2 Drawbacks include a smaller impact per individual because interventions are of lower intensity, lower motivation to change because of the small benefit to individuals from risk factor change, and major difficulties in the design and conduct of evaluation.' 13 Much of what we know about community based health promotion comes from five studies: the North Karelia project, the Stanford three-community and five-city projects, the Minnesota heart health program, and the Pawtucket heart health program.'4"'9 Each of these projects has now published data on the impact of community based intervention on risk factor prevalence. '15 20-23 heavy smokers of long duration who have made repeated unsuccessful attempts to quit. Many lack social support to quit and female smokers, in particular, view smoking as a coping mechanism for the many stresses in their lives. The workshops comprise five, two hour group sessions at one week intervals, one group booster session one month after the quit date, and two booster mail outs three and six months later. The workshops attempt to increase self awareness about the reasons for smoking. They encourage participants to recognise the personal advantages of quitting and they teach skills to avoid and resist triggers that lead to smoking. A substantial amount oftime is provided during each session for sharing experiences and developing support networks.
Both the healthy eating and smoking cessation workshops are delivered by lay community presenters who receive one day's training. Since 1990, they have been offered two to three times per year in three or four community groups. Attendance is limited to 10-12 persons per workshop to maximise group dynamics. To date, over 250 persons have attended the workshops. Our evaluation show that participants in the healthy eating workshops report eating a low salt, low fat diet more frequently after the workshops than at baseline, and that the one and six month post cessation workshop quit rates are 27% and 15%, respectively. The costs of developing the workshops including printing and binding the presenter's guides and graphic artist costs was about $5000 CAN per workshop. The costs of implementation, however, are minimal (about $250 CAN), and are related to advertising, room and equipment rental, and copying educational material.
Our self help smoking quit kit was designed for women with low reading skills who do not participate in the smoking cessation workshops. The kit contains very little written text relying mainly on images of a typical woman from StHenri learning to avoid and resist smoking triggers and situations. Our evaluation suggests that the kit is useful to trigger a cessation attempt, but alone, is unlikely to result in cessation. ' In 1993 we responded to concerns about lack of access to commercial weight loss programmes among St-Henri women by developing a no-cost healthy weight regulation intervention. This intervention consists of 16, four page leaflets to be used either in the context of a workshop or as an eight week correspondence course. The course content promotes development of a positive body image regardless of weight. It helps women identify the social and commercial pressures to lose weight, and it enables women to determine if losing weight is appropriate, to identify reasons for losing weight, and to develop a long term commitment to healthy eating and physical activity, rather than dieting. Since 1993, 221 women have participated in the programme. One month after the programme, satisfaction with weight increased significantly over baseline measures and women were less likely to count calories, be on a stringent diet, and to report food cravings. The cost for the development of the healthy weight regulation kit was $2420 CAN.
We initiated a walking club in response to concerns expressed by community groups that few low cost opportunities for physical activity were available to women in St-Henri. Starting in September 1992, participants for the club were recruited through advertising in the local newspaper and at community events. Materials developed for the walking club include posters, T-shirts, letterhead, banners, a certificate of participation, a walking kit containing maps, a log-book to record duration and distance of walks, informational leaflets on warm up, heart health benefits, and enjoyment of the walks, and tips to increase safety. Several safe walking routes were mapped with the help of local police. Currently, four groups with a total of 40 walkers meet two or three times per week for one-hour brisk walks. The walking club is now coordinated by a community volunteer and functions without input from the coeur en sante team. Costs for the development of materials was $9990 CAN.
The objective of the "doctor's" column in the local weekly newspaper was to increase awareness about the programme and to provide succinct messages on modification of heart health behaviours to St-Henri women. The text was adapted for an audience with less than sixth grade reading skills. The column is 250 words, and uses short sentences each containing no more than one idea or message. It is printed in large type and accompanied by an illustration which occupies 30-40% ofavailable space. Twenty eight columns were published during 1992. Our evaluation shows that even though the newspaper is delivered to all households in St-Henri, only 14% of randomly sampled St-Henri residents reported having veiwed the doctor's column; 6% read it weekly. The production cost of the 28 columns was $5734 CAN.
To increase the reach of our print material, we replaced the doctor's column and all newspaper advertising in October 1993 by a monthly newsletter which is delivered by Canada Post to all 12 789 St-Henri households. The newsletter consists of an eight page, 14 x 21 cm bilingual bulletin printed on coloured paper. The newsletter, which is adapted to an audience with low reading skills, contains information on CVD risk factors, tips for behaviour modification, heart healthy recipes, and announcements of upcoming coeur en sante programme activities. One page is offered free of charge to local community groups to advertise their services and upcoming events. Monthly costs of printing, graphic art, and distribution are $1600 CAN. An awareness and participation survey64 conducted after four mailings showed that 38% of respondents had seen the newsletter and 27% had read at least one issue.
Our electronic media strategy was limited by the prohibitive costs of production and air time in the television and radio market of the Montreal area and by the presence of our comparison community in the same market area as St-Henri. However, the intervention and comparison communities are serviced by two separate cable TV companies. This allowed the development of four, 30 minute videos on smoking, healthy eating, physical activity, and stress which were aired several times on the StHenri community channel in 1993, without the risk of contaminating the comparison community. These videos were produced in close collaboration with the community channel of the cable company which offered its production staff and equipment at no cost. The videos depicted low income women going through a process of heart healthy behaviour change. They provided examples of problem solving strategies and positive thinking and they attempted to show the pleasurable effects of healthy lifestyles. They 
